Introduction
Actually there isn't a comprehensive, effective, and efficient strategy for preventing the spread of the human immunodeficiency virus (HIV). The advances in treating AIDS have showed the necessity to improve the prevention system both primary and secondary.
Improved treatment is critically important, and efforts should be continued to extend such advances. With better treatment, more people are living with HIV/AIDS than ever before. However, this creates more opportunities for transmitting the virus and thus a greater need for prevention.
Despite the successes in HIV prevention over the past decade, there are additional prevention challenges. The populations that need to be reached by prevention interventions have changed considerably. An increasing proportion of new AIDS cases are now being linked to heterosexual exposure. These new at-risk populations (adult or young-adult, heterosexual) are not being reached for prevention as effectively, or on as large a scale, as at-risk populations have been in the past, and prevention programs tailored to specific social contexts of an earlier period in the epidemic are not proving as effective during the current period.
The majority of HIV-infected persons who know their status are in the treatment system and may receive a treatment and information about prevention. However, it is estimated that up to onethird of infected persons do not know their HIV status. Efforts should be made to increase the number of infected individuals who are aware of their status. In addition, individuals at risk for HIV infection often come in contact with the health care system for services at a variety of different entry points, and each of these clinical settings could provides opportunities for delivering HIV prevention services. (Del Rio, 2003) The majority of HIV prevention efforts have focused primarily on preventing HIV acquisition by uninfected persons. However, given that every new infection begins with someone who already is infected, omitting persons with HIV from prevention efforts represents an important missed opportunity for averting new infections. This failure is made even more glaring by the fact that advances in antiretroviral therapy have considerably increased the number of people living with and receiving care for HIV/AIDS. Several theoretical models highlight that adopting protective behaviors depends on information, social norms, attitudes about health / disease and the perception of control over their well-being. This relationship is influenced by other social variables such age, sex, ethnicity. (Albarracin, Kum Kale, & Johnson, 2004) . Instead other studies have highlighted the low relationship between the level of information, awareness about risk, and adoption of preventive behaviors. (Davis, Hughes, Sloan, Tang , & McMaster, 2009 ).
The Theory of Reasoned Action (Ajzen & Fishbein, 2005; Conner & Sparks, 2005; Sutton, 2006) is particularly useful in designing interventions for secondary prevention (Boone & Lefkowitz, 2004; Fortenberry, Tu, Harezlak, Katz, & Orr, 2002; Harper, Bangi, Contreras, Pedraza Tolliver & Vess, 2004) .
Other studies underline the role of positive attitudes and expectations, perceptions of control and correct information in implementing protective behaviors (Albarracin, McNatt, Klein, I, Mitchell, & Kum Kale, 2003) .
Referring to the prevention programs, several studies emphasize the role of physicians in implementing HIV prevention actions, because they are the most trusted source of health information (Schreibman & Friedland, 2003) .
Method
The data to which we refer coming from a research carried out within a Project founded by the Municipality of Florence, aimed to plan a system of prevention both primary and secondary in order to reach the new population at risk: adult and young adult heterosexual not reached by the traditional prevention campaigns.
Qualitative research, based on interviews, was carried out in order to gather information about professionals' perception of citizens' attitude and behavior in order to find strengths and weakness in health promotion activities carried out by public services.
Participants:
The participants interviewed as key informants were: physicians, psychologists and volunteers, involved in health services addressed both to the whole of population (i.e. working in surgeries and in consulting rooms) and to HIV positive people.
Instruments:
Schedules of the semi-structured interviews Data analysis:
The interviews were recorded, transcribed and then underwent a computer-assisted content analysis (ATLAS.TI software).
Results of the qualitative research
The content analysis of the interviews show that patients present difficulties in talking about sensitive issues like risk behaviors particularly when these behaviors concern sexual intercourses or drug use.
Professionals refer how pepole seem have difficulty in protect themselves, and this perception is particularly high in young people and heterosexuals. 
Discussion
Findings show a positive evaluation of health services and collaboration among them, despite difficulties in a full involvement of professionals. There are well-established paths for prevention, although unable to reach the whole of citizens. It would be important a wider dissemination of accurate information, both by mass media and targeted campaigns, and more interventions addressed to individuals and groups. General practitioners may have a basic role, because of their trust relationship with patients, so to spread good preventive practices.
HIV testing offers another option for the integration of prevention into the clinical care context. Testing plays multiple roles, including identifying people with HIV and those at risk of infection who can receive prevention services, identifying HIV-infected persons so they can receive more intensive clinical care services.
